Abstract
Introduction
Endometrial polyps are localized overgrowths of endometrial tissue composed of variable amount of glands, stroma, and blood vessels covered by epithelium. Endometrial polyps are a common cause of vaginal bleeding in pre-and postmenopausal women. 1 The most common size is less than 2 cm, and polyps greater than 4 cm are called giant polyps. 2 Endometrial polyps are most frequently seen in multiparous women in the fifth decade. Endometrial polyp removal is generally performed by ambulatory hysteroscopic polypectomy. 2, 3 Giant polyps usually occur secondary to high estrogen levels or tamoxifen therapy after breast cancer. 4, 5 Rising polyps usually originate from the endocervix and are called endocervical polyps. 2 Although giant endometrial polyps, which fill the endometrial cavity, or protruding endocervical polyps with a size greater than 4 cm are published in several cases, endometrial giant polyp Proceedings in Obstetrics and Gynecology, 2013;3(3):2
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rising to the cervix are very rare. 5 In this report, we describe the case of a giant 8x4x3 cm endometrial polyp originating from the posterior wall of the uterine cavity that extended to the external cervical os and protruded into the vagina. The clinical, radiological, hysteroscopic and histopathologic data of this entity have been discussed according to the literature. 
Case Report
A 73-year-old woman, gravida 8, para 6, presented to our clinic with abnormal vaginal bleeding. The patient described intermittent postmenopausal vaginal bleeding. On clinical examination, a painless mass was palpated intra vaginally.
On vaginal specular examination, a vascularized, hemorrhagic mass protruding from the external cervical os was seen ( Figure  1 ). The mass bled easily upon contact. Transvaginal sonography revealed endometrial thicknesses of 28 mm, which did not correlate with patient age. The clinical findings and transvaginal sonographic examination suggested an endometrial or cervical carcinoma. Pelvic MRI showed an intracavitary mass with homogenous low signal intensity on T1-weighted images and smooth margins on high signal intensity on T2-weighted images. After contrast media (Gd-DTPA) injection, the enhancement pattern was homogenous and less than the adjacent myometrium. The junctional zone was intact and there was no myometrial invasion ( Figure 3 ). Hysteroscopy was performed with a 10-mm Storz resectoscope (Karl Storz, Tuttingen, Germany). The uterine cavity was distended with a solution of mannitol with a pressure of 75 mm-Hg. The hysteroscopic examination showed that the mass originated from the posterior wall of uterine cavity, extended to the external cervical os and protruded into the vagina ( Figure  2 ). The polyp was completely removed with the bipolar cutting loop, and then the base of the lesion was cauterized with a roller ball. After removal of the polyp, the uterine cavity was normal. The patient was discharged 8 hours after the operation. The postoperative follow-up interval was unremarkable and the patient did not describe any vaginal bleeding. The pathological diagnosis was confirmed to be a giant endometrial polyp with a size of 8x3 cm (Figure 4) . Microscopically, the tumor was composed of multiple endometrial glands embedded in the stroma. No nuclear or cytological atypia were noted and the mitotic index remained low with 1 mitose/10 HPF (high power field) ( Figure 5 ). No sign of dysplasia or neoplasia were observed in the glandular or metaplastic epithelium. At six month follow-up, there was no recurrence seen by vaginal examination or imaging modalities.
Discussion
Endometrial polyps are divided into three basic groups according to their response to ovarian hormones. These types include mature functioning polyps, immature non-functioning polyps and non-functioning adenomyomatous polyps. 2 In this case report, the histopathologic examination confirmed an immature non-functioning polyp. Noninvasive techniques such as transvaginal ultrasonography, with or without the use of 3-dimensional ultrasonography and contrast techniques, remain first-line. In postmenopausal uterine bleeding, transvaginal ultrasonography is a routine, non-invasive component of investigation. In the sonographic examination, 28-mm-thick endometrium was seen in our case. The clinical findings and transvaginal sonographic examination suggested an endometrial or cervical carcinoma. Therefore, we utilized the advanced radiologic modalities such as MRI. Two different MRI appearances have been described for endometrial polyps. Most of the MRI studies in patients with tamoxifen use revealed a heterogenous cystic endometrial mass which was hyperintense as compared to the adjacent myometrium on T2-weighted images. After gadolinium injection, the mass may be slightly enhanced or not enhance. The second appearance was homogeneous intermediate to high signal intensity on T2-weighted images. The cystic component was not seen in the MRI examination and was not enhanced after contrast media injection. In our case, the polyp has homogenously hyperintense on T2 weighted images and not enhance after contrast media injection. On MRI examination, the distinction between the early noninvasive endometrial carcinoma from the endometrial polyp and hyperplasia are difficult to distinguish. The appearance of a normal junctional zone by MRI may help to distinguish between malignant vs. benign endometrial pathologies and myometrial invasion. Also, the contrast enhanced MRI is the most accurate technique for evaluating the presence and the depth of myometrial invasion of endometrial carcinoma. 18 On the vaginal examination, a vascularized, hemorrhagic mass protruded from the external cervical os was seen. The mass bled easily upon contact. Although there was a lack of cervical invasion, the morphologic appearance of the lesion initially suggested cervical cancer. Histopathological examination must be performed on all resected polyps to rule out endometrial polyps (0.5-3%) with malignant foci. 2 The differential diagnosis of the protruding polyps from the external cervical os includes malignant pathologies such as cervical cancer, cervical embryonal rhabdomyosarcoma, mullerian adenosarcoma, endocervical or endometrial adenosarcoma and cervical lymphoma. 11, 19, 20 For the treatment and histologic diagnosis of endometrial polyps, hysteroscopic resection is the most effective method, while blind biopsy and curettage have low diagnostic accuracy and should not be performed.
In summary, we report the case of a giant endometrial polyp originating in the posterior uterine wall which protruded through the cervix in a postmenopausal woman. In this case report, neither tamoxifen nor HRT was used.
Although the MRI and hysteroscopic examination are helpful in the differential diagnosis of the polyps, the definitive diagnosis was confirmed by histopathologic evaluation.
